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Volume 56, Number 1 Letters to the Editor 281different cost structures, and high costs can be secondary to a
variety of issues not necessarily related to operational inefficiencies.
For example, health systems that are building programs may be in
an investment and growth phase investing in new talent or tech-
nology. Depending on when you analyze such a program, the
profit and loss sheets may look dismal. Hence, the maturity of a
program must be given some consideration in the analysis. For
future studies, payer neutral revenue alone, aside from direct costs
and contribution margins, will allow everyone to compare their
apples, so to speak. You can still show the value of a program
without getting into cost issues that are not applicable to everyone.
That aside, our authors have a healthy desire to know what the
vascular surgical contribution margin is and how it compares with
the other “valued” programs in our health system. Our report is a
snapshot of one particular health system encompassing the rela-
tionships between different programs in the eyes of the adminis-
trators. We would welcome other health systems to corroborate
our findings and strengthen the overall perception and value of
vascular surgical programs across the country.
Joseph V. Lombardi, MD
Chief of Vascular and Endovascular Surgery
Cooper University Hospital
Camden, NJ
Associate Professor of Surgery
Cooper Medical School of Rowan University
Camden, NJ
doi:10.1016/j.jvs.2012.02.044
Simple routine assessment of dietary pattern in
patients with peripheral artery disease
Atherosclerosis is a systemic disease that affects coronary,
cerebral, and lower extremity arteries and requires stringent sec-
ondary preventive measures to prevent premature mortality and
morbidity.1 Diet is one of the environmental factors, which plays a
role in atherosclerosis development. Logically, the guidelines rec-
ommend diet assessment and management, specifically in second-
ary prevention.2 Unfortunately, most of the available tools (diet
records, diet interviews etc) to evaluate individual diet remain too
complicated and time-consuming to be easily used in clinical
practice. A simple 14-item food frequency questionnaire (FFQ)
was recently validated against a 7-day dietary history and against
biomarkers.3 It has previously shown its interest in coronary heart
disease and in ischemic stroke associated with carotid atheroscle-
rosis.3,4 Its applicability in clinical practice has not been tested in
patients with lower limb peripheral artery disease (PAD).
We conducted a cross-sectional study in PAD patients with
intermittent claudication referred for a walking treadmill test (3.2
km/h; 10%). The study received the ethics committee agreement
of the University Hospital of Angers, France.
PAD was established measuring ankle-brachial index (ABI)
with a hand-held Doppler probe. The lowest ABI was used in this
study. Maximal walking distance on treadmill was also recorded.
Before treadmill test, patients were invited to self-complete
the FFQ. Incomplete FFQs were corrected by patient interview
after treadmill test completion. This FFQ provides scores for
characteristic food groups involved in atherosclerosis disease
(scores for saturated fatty acids [SFA], mono-unsaturated fatty
acids [MUFA], n-3 poly-unsaturated fatty acids [n-3 PUFA], and
for fruit and vegetables [F&V]) as well as a global vascular dietary
score (VDS). VDS is calculated as (MUFA  n- 3PUFA  F&V)
– SFA scores.5 VDS gives an estimation of the dietary pattern
graded from 17 to 19. The higher the score, the more favor-
able was the dietary pattern.
Thirty-five patients were included. Among these 35 patients,
21 (60%) had a history of vascular atherosclerotic disease. Patients
need approximately 10 minutes to complete the FFQ. Incomplete
s
aFQs were corrected in six patients (17%). Patient characteristics
re presented in Table I. Only five (14%) had had previous nutri-
ional advice.
Using the FFQ, we showed that quick dietary assessment can
e routinely performed inmost PAD patients in10minutes. Our
esults indicated that PAD patients had an unfavorable dietary
attern, characterized by a high consumption of SFA and low
onsumptions of F&V, n-3PUFA, and MUFA.
It is important to point out that no prospective cohort study
as determined clinical cut-offs and ranges for the VDS and other
ubscale scores. However, according to previous studies,3-5 a mean
DS of 7 to 8 can be considered as an optimal dietary score,
hich is potentially related to a favorable vascular diet against
ascular diseases. Indeed, a VDS 7 corresponds to a high con-
umption of F&V, MUFA, n-3 PUFA, and a low consumption of
FA. Consequently, all patients with a VDS  7 need dietary
dvice for vascular dietary improvement. Specifically, a VDS 1
an be considered as a risky vascular diet because a VDS of1 was
reviously found to be associated with acute coronary heart dis-
ase, and a worse VDS was found in ischemic stroke patients and
arotid atherosclerosis.3,4
Beyond the sole VDS calculation, the FFQ provides subscale
cores that enable practitioner to give better specific nutritional
dvice to the patient (Table II). These results are in accordance
ith the work of Gardner et al in which patients recorded their
ood intake for 7 days.6 In our study, it is notable that most patients
60%) had previously been diagnosed with atherosclerosis and, as
uch, should have benefited from dietary advice.2 This study
able I. Patient characteristics
PAD patients
(n  35)
ge, years 63  13
ale sex, No. (%) 29 (83)
ody mass index (kg/m2) 27.7  3.9
urrent or former smoker, No. (%) 30 (86)
ascular history
Lower extremities vascular surgery, No. (%) 9 (26)
Carotid endarterectomy, No. (%) 12 (34)
Coronary artery bypass surgery or stenting,
No. (%) 4 (11)
Aorta surgery, No. (%) 4 (11)
reatments
Antiplatelets, No. (%) 27 (77)
Anticoagulants, No. (%) 1 (3)
Anticholesterols, No. (%) 23 (66)
Angiotensin-converting enzyme inhibitors,
No. (%) 9 (26)
Other antihypertensives, No. (%) 23 (66)
Oral antidiabetics, No. (%) 6 (17)
Ankle brachial index 0.69  0.22
Self-reported maximal walking distance
(in meters) 458  358
Treadmill maximal walking distance (in meters) 347  362
ietary scores
MUFA, ranging from 0 to 4 points 1.2  1.1
n-3 PUFA ranging from 0 to 8 points 3.1  2.8
F&V ranging from 0 to 7 points 2.9  1.4
SFA ranging from 0 to 17 points 4.8  2.9
VDS ranging from 17 to 19 points 2.4  5.8
&V, Fruit and vegetables; MUFA, mono-unsaturated fatty acids; n-3
UFA, omega 3 poly-unsaturated fatty acids; SFA, saturated fatty acids;
DS, vascular dietary score.
esults are expressed as mean  standard deviation.hould encourage physicians and surgeons to perform dietary
ssessment in patients with PAD (Table II). Future randomized
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July 2012282 Letters to the Editorcontrolled trials should focus on global dietary pattern interven-
tion (eg, Mediterranean diet) in PAD patients.
Marie Carsin-Mahé, MD
Pierre Abraham, MD, PhD
Alexis Le Faucheur, PhD
Georges Leftheriotis, MD, PhD
Guillaume Mahé, MD, PhD
Laboratory of Vascular Investigations, University Hospital
Angers, France
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Regarding “Annual rupture risk of abdominal aortic
aneurysm enlargement without detectable endoleak
after endovascular abdominal repair”
I read with great interest the article, “Annual rupture risk of
abdominal aortic aneurysm enlargement without detectable en-
doleak after endovascular abdominal repair” by Koole et al1 in last
December’s Journal of Vascular Surgery. I believe there is a meth-
odologic issue that may affect the study’s validity.
The study’s main outcomes are aneurysm rupture and death.
These outcomes are obviously time-dependent. They are more
likely to be observed in patients with longer follow-up times. The
authors therefore used survival analysis techniques—log-rank test-
ing and Cox regression—to investigate the effect of a potential
Table II. Potentially mean optimal scores according to pr
dietary advice
Food groups Potentially mean optimal scores
SFA 2.7
Q1: cheese; Q2:
commercial sa
MUFA 2.0 Q3: fish; Q6: Fre
n-3 PUFA 4.2 Q3: fish; Q6: Fre
F&V 5.9 Q8: fruits; Q10:
FFQ, Food frequency questionnaire; F&V, fruit and vegetables; MUFA, mo
related question in the FFQ; SFA, saturated fatty acids.
aPlease see references 3 and 5.cause (aneurysm enlargement without a detectable endoleak) on
such outcomes.
r
aIn my opinion, however, the chosen approach to deal with
he risk factor at stake (aneurysm diameter change) is potentially
iased. In fact, the authors chose to categorize patients accord-
ng to the occurrence of an aneurysm diameter change 8 mm
group A, shrinkage; group B, no change; group C, expansion),
egardless of how long the patient had been monitored when
uch diameter change occurred. The problem is that such a risk
actor is clearly also time-dependent. If a change in aneurysm
iameter is to occur in a patient, such a change is likelier to
ccur the longer the follow-up time. This is even reported by
he authors: “Follow-up was significantly longer for patients
ith an AAA enlargement after EVAR compared with groups A
nd B (P  .001).”
It is absolutely clear that the patients were divided into
hree groups according to a variable that is also time-dependent.
hen one tests for the association of two variables that are both
ime-dependent, the potential for spurious associations cannot
e underestimated, resulting simply from selection of individu-
ls with a longer follow-up time. In this case, the longer the
ollow-up time, the likelier the aneurysm expansion and the
upture or death; this does not imply by any means that the
ormer caused any of the latter. A possible way to deal with this
cenario would be to perform a regression, including a time-
ependent covariate. I would much appreciate the authors’
eedback on this issue.
ergio Moreira Sampaio, MD, PhD
ospital S. Joao and Faculty of Medicine
niversity of Porto
orto, Portugal
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We thank the author for the interest in the study and the
elevant comment. All factors in the multivariable analysis were
ime-independent factors except the variable of abdominal aortic
neurysm (AAA) expansion, which is a time-dependent variable. If
e take the log minus log curve into account, and the suggested
s studiesa and target items to help physicians to give
Target items in the FFQ for dietary advice
eat; Q4: delicatessen; Q5: salted pies, pizzas, roll, or
hes; Q7: cookies and pastries; Q12: butter and cream.
fries; Q9: nuts; Q13: others kinds of fat like margarine; Q14: oil.
fries; Q9: nuts; Q13: others kinds of fat like margarine; Q14: oil.
ed vegetables or vegetable soup; Q11: raw vegetables or salads.
saturated fatty acids; n-3 PUFA, omega 3 poly-unsaturated fatty acids; Q,eviou
red m
ndwic
nch
nch
cook
no-unegression method, we observed that the proportional hazards
ssumption was not met. Therefore, the suggested Cox regression
